Introduction
Skeletal muscle depletion, an indicator of sarcopenia, is associated with poor physical function and nutritional statuses. 1 The skeletal muscle index (SMI), which can be easily evaluated using computed tomography (CT), has increasingly attracted research attention. For example, in a surgical context, a low SMI was associated with an increased incidence of surgical site infection and prolongation of the hospital stay. 2, 3 Moreover, a low SMI has been shown to impair survival and increase chemotherapy-related toxicity. 4 A recent study described cross-talk between systemic inflammation and sarcopenia; 5 specifically, systemic inflammation may contribute to muscle breakdown, which in turn leads to an enhanced inflammatory response. Cancer cells can cooperate with other cells in the microenvironment and trigger inflammation, a process with various
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He et al cytokines released. 6 The cytokines may contribute to the loss of muscle mass. Additionally, Feliciano et al 5 identified a positive association between an increased neutrophil-tolymphocyte ratio (NLR) and the incidence of sarcopenia in patients with colorectal cancer (CRC). However, the potential associations of sarcopenia with other systemic inflammatory indexes, such as platelets, monocytes, and C-reactive protein (CRP) levels, remain to be studied. 7, 8 To our knowledge, no prior study has evaluated the association between the SMI and local tumor environmental factors, such as infiltrating neutrophils and lymphocytes.
Against this background, we aimed to investigate the relationships of the SMI with both systemic and local inflammatory factors in patients with CRC. We additionally studied the correlations of the SMI and with the circulating levels of cytokines in a cohort of patients who previously underwent cytokine analysis. 
Patients and methods
Patient selection
This study was approved by the ethics review board of Sun Yat-sen University Cancer Center. All included patients met the following criteria: 1) primary tumor resection and pathological diagnosis of colon cancer at Sun Yat-sen University Cancer Center between 2009 and 2014; 2) available pretreatment routine blood analysis records; 3) available pre-surgical CT images; and 4) available follow-up information. Patients with infections, hematological disease, hyperpyrexia, intestinal perforation, or intestinal obstruction at diagnosis were excluded. All patients provided written informed consent to participate in the study.
Clinical and pathological data
A dataset was constructed prospectively at Sun Yat-sen University Cancer Center. The following data were retrospectively collected from medical records: age, sex, height, weight, primary tumor location, TNM staging, differentiation, mucinous histology, primary tumor size, neural invasion, venous invasion, mismatch repair status, and carcinoembryonic antigen (CEA) status. The following systemic inflammation markers were also analyzed: leukocyte, neutrophil, lymphocyte, monocyte, platelet counts, and albumin and CRP levels. Routine blood analyses were conducted using a Sysmex XE-5000™ Automated Hematology System (Sysmex, Shanghai, People's Republic of China). CRP levels were tested using a Hitachi Automatic Analyzer 7600-020 (Hitachi, Tokyo, Japan). CEA levels were evaluated using a Roche 2010 Chemistry Analyzer (F. Hoffmann-La Roche Ltd, Basel, Switzerland). The NLR, calculated as the ratio of neutrophil to lymphocyte counts, was used to stratify patients into 2 groups (NLR >3 and ≤3).
Two pathologists blinded to the clinical data assessed the carcinoma percentage, neutrophil infiltration (both central region and invasive margin), lymphocyte infiltration (central region and invasive margin), and Crohn's-like reactions, as previously reported. 10, 11 Inflammatory cell reactions (neutrophils and lymphocytes) were estimated by screening the central tumor areas and invasive margins in hematoxylin and eosin-stained histological sections. All sections containing the most invasive part of the primary tumor were selected to avoid bias, and 4-6 sections were routinely evaluated per tumor. We used a 4-degree scale to assess the infiltration of neutrophils and lymphocytes. A score of 0 indicated an absence of reaction, 1 was weak, 2 indicated moderate, and 3 was severe increase of each cell type. Absent and weak (0-1) were combined as low grade, while moderate to severe increase (2-3) were high grade. If the 2 pathologists reached different conclusions, an agreement was reached through careful discussion.
The following cytokines were analyzed in a cohort of patients with metastatic CRC: IL-1α, IL-1β, IL-1RA, IL 
Measurement of SMI
The baseline (ie, 1 month before surgery) enhanced CT images (slice thickness: 5 mm) were used to evaluate the SMI. One radiologist identified a single axial image at the third lumbar vertebral level on which both transverse processes were initially fully visualized. 12 The axial CT image was then analyzed using the semiautomated GE Reformat postprocessing tool supplied with the GE picture archiving and communication systems workstation (Centricity® Radiology RA1000; GE Medical Healthcare, Little Chalfont, UK) to determine the cross-sectional skeletal muscle at a Hounsfield unit threshold of -29 to 150, as previously described. 13 The skeletal muscle area was then quantified automatically and recorded. The following skeletal muscles were measured: psoas, erector spinae, quadratus lumborum, transversus abdominis, external and internal obliques, and rectus abdominis. The SMI was calculated by dividing the skeletal muscle area by the height squared (cm 
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Association of low SMI and inflammatory factors previous studies of sarcopenia in patients with CRC have been conducted in Western countries, and accordingly no consensus has been reached regarding the optimal SMI cut-off point for defining sarcopenia in Asian patients with CRC. In our study, therefore, we classified patients into low and high SMI groups according to the median SMI values for men and women, respectively.
Patient treatment and follow-up
Patients with colon cancer underwent primary tumor resection at our hospital. All patients were chemotherapy-naïve before surgery, and no adjuvant chemotherapy was provided to patients with stage I colon cancer. The administration of adjuvant chemotherapy to patients with stage II colon cancer was determined based on the patient's risk factors and physician's decision. Patients with stage III colon cancer were administered ~6-month course of oxaliplatin-based adjuvant chemotherapy. All patients were followed up through outpatient visits and telephone interviews. The last date of follow-up was August 31, 2017.
Statistical analyses
All statistical analyses were performed using SPSS version 22 (IBM Corporation, Armonk, NY, USA). Frequencies and descriptive statistics were used to compare patient characteristics, and relationships between 2 continuous variables were tested using nonparametric tests or Pearson correlation coefficients as appropriate. Disease-free survival (DFS) was defined as the time from diagnosis to the time of the first event (locoregional recurrence, metastasis, or death). Survival curves were calculated using the Kaplan-Meier method and compared using the log-rank test. A multivariate analysis based on a Cox proportional hazards model was used to test independent significance via the backward elimination of insignificant explanatory variables. A P-value of <0.05 was considered to indicate statistical significance.
Results
Patient characteristics
The study cohort included 343 men and 218 women with a median age of 59 years (range: 19-87 years). Of them, 210 (37.4%) patients had right-sided colon cancer and 346 (61.7%) had left-sided colon cancer. The median SMIs for men and women were 44.1 and 34.2 cm 2 /m 2 , respectively. Notably, 383 (68.3%) patients met the definition of sarcopenia according to the cut-off point used in the study by Feliciano et al. 5 The distributions of the patients' clinicopathological features and their correlations with the SMI are shown in Table 1 . Particularly, a low SMI was associated with increasing age (p<0.001), a larger primary tumor (p=0.018), and a lower body mass index (p<0.001).
SMI and inflammatory factors
SMI was not found to correlate with local inflammatory reactions, as shown in Table 2 . Then, we studied the relation between SMI and systemic inflammatory response. Among 280 patients with a low SMI, 96 (34.3%) had an NLR >3, whereas only 71 (25.3%) of 281 patients with a high SMI had an NLR >3 among (p=0.021). Similarly, a low SMI was found to correlate significantly with a decreased albumin level (p=0.006), but not with the CRP level (p=0.129).
To further evaluate the relationship between the SMI and systemic inflammatory response, correlations of the absolute SMI values with the leukocyte, neutrophil, lymphocyte, monocyte, and platelet counts and CRP levels were investigated ( Figure 1) . Notably, we found that the SMI correlated positively with leukocyte (p=0.019), neutrophil (p=0.022), lymphocyte (p=0.001), and monocyte counts (p=0.003) and negatively with the platelet count (p=0.017). No significant correlation was observed between the SMI and CRP level (p=0.402).
Survival according to SMI and tumor stage
The survival data for all 561 patients included in this study are shown in Figure S1 . The 3-year DFS rates were 57.0% in the low SMI population and 56.4% in the high SMI population, indicating a lack of a significant association of the SMI with DFS (HR =1.025; p=0.950) in patients with stage I + II disease. However, the SMI was found to have prognostic value in patients with stage III disease, with 3-year DFS rates of 35.1% in the low SMI population and 46.0% in the high SMI population (HR =2.036; p=0.034; Figure 2 ). Furthermore, a multivariate analysis revealed that the prognostic value of the SMI was independent of age, sex, T stage, N stage, the CEA level, and NLR (Table 3) .
Associations of SMI with circulating levels of cytokines
We previously tested the circulating levels of cytokines in another cohort of 176 patients with CRC, 9 including 125 patients with colon cancer and available CT scan data within 1 month after diagnosis. The clinical characteristics of these patients are shown in Table S1 . A decreased SMI was found to 
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Discussion
In this study of patients with colon cancer, we found that a low SMI was associated with an increased NLR and decreased albumin level. Additionally, we observed a negative correlation between the SMI and circulating IP-10 level and confirmed a high SMI as a predictor of a better prognosis in patients with stage III colon cancer. By contrast, we did not observe an association between the SMI and tumor local inflammatory environment in our patient cohort.
The exact mechanism underlying the correlation between the SMI and inflammation in patients with colon cancer remains elusive. 5 In this study, we found that a low SMI correlated with an increased IP-10 level, which was previously found to indicate a poor prognosis and higher levels of systemic inflammation markers in patients with colon cancer.
14, 15 The previous findings that IP-10 expression can be downregulated by running and vitamin D 16, 17 suggest that lifestyle changes can correct a low SMI. Consistent with a previous study by Itoh et al, 18 we found that SMI correlated with host factors, but not with tumor factors. Additionally, patients with a low SMI may benefit from exercise, and Shin and Lee 16 reported that running could reduce IP-10 levels. Other potential interventions include an increased protein intake and the use of (n-3) fatty acids and anti-inflammatory drugs. 19 In brief, the potential reversibility and simple evaluability of the SMI merit further attention.
As noted previously, most studies of SMI in patients with colon cancer have been conducted in Western countries, 19, 20 and we used the cut-off value reported by Feliciano et al 5 to classify ~70% of patients in our study as having sarcopenia. Although a recent report proposed a diagnostic algorithm to promote sarcopenia research in Asia, 1 the most optimal SMI cut-off value remains controversial. We note that the sex-specific SMI cut-off points used in our study are similar to those used previously in other Asian studies 18, 20 and recommend additional prospective studies with larger cohorts to identify the optimal value.
Unlike Feliciano et al, 5 we did not observe a relationship between the SMI and DFS in patients with stage II colon cancer. We might attribute this discrepancy to the diverse prognoses of patients with stage II colon cancer. 21 Additionally, the patients included in the study by Feliciano et al 5 were followed for longer than those in our study. 
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This study had several limitations. First, we applied a retrospective study design and were unable to evaluate the physical performances or muscle strengths of the involved patients. Second, the circulating levels of cytokines were tested only in a cohort of patients with metastatic CRC. Third, as most patients remain alive, we were unable to evaluate overall survival.
Conclusion
In conclusion, this study highlights the correlations of a low SMI with a high systematic inflammation response and IP-10 level. Finally, we identified a low SMI as a predictor of poor DFS in patients with stage III colon cancer. 
Data availability
The authenticity of this article has been validated by uploading the key raw data onto the Research Data Deposit public platform. (www.researchdata.org.cn), with the approval RDD number as RDDA2018000654.
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Association of low SMI and inflammatory factors Figure S1 The survival data in all 561 patients included in this study. 
